INTRODUCTION
The eye is a particularly neglected area of psychosomatic study. This is surprising and paradoxical given its centrality in the expression of human emotions. A pioneer in this field was W S Inman , who published over 50 papers on psychological aspects of various eye disorders, of which perhaps the best known is on styesl. The findings of a recent psychological assessment of 50 patients suffering from disorders of the eye strongly suggested that emotional difficulties could provoke their onset or contribute to their non-responsiveness to treatment2. The study also suggested that a psychotherapeutic approach, based on an understanding of these difficulties, could in some patients make a useful contribution to treatment. Following the reporting of that study a general practitioner and consultant in primary care (AE), a psychoanalytical psychotherapist (AB), and a general practitioner with a particular interest in psychosomatic medicine (SZ), all concerned with a holistic approach to medical problems, decided to organize a multidisciplinary research seminar for a group of professionals working in ophthalmology.
The main aim was to consider how to identify, and how to respond to, some of the emotional difficulties that might be contributing to eye disorders encountered within the different settings of ophthalmological work. The method to be followed in the seminar was based on the approach first adopted by Balint3 and described as 'research-cumtraining', in which there is a discussion of patients currently being seen by the participants.
The published work suggested that this would be the first seminar of its kind on this subject, so we decided to make it a pilot study limited to 20 meetings of 1 l2 hours each. Notice of the seminar was circulated to ophthalmic organizations. Ten professionals from different disciplines were invited to join the seminar-two ophthalmologists, one paediatrician, three orthoptists, two social workers concerned with eye disorders, one optometrist and a general practitioner. The seminar, which was held at the Tavistock Clinic, was led by AB in collaboration with SZ and AE. With the agreement of the participants the sessions were recorded. From the transcript SZ wrote a full account of each session which was given to the participants at the beginning of the next meeting. Attendances at each seminar varied from five to ten, the average being seven.
THE MEETINGS OF THE SEMINAR
The participants came to the seminar with varied expectations: some wanted to increase their knowledge of psychological aspects of disorders of the eye and hoped that the emphasis would be on formal teaching; others wanted guidance on how to cope with the emotional difficulties they knew were bothering their patients and which might be revealed if they encouraged the patient to talk; others wanted guidance on how to cope with anxieties that might be roused in themselves as a result of making closer contact with their patients; all wanted to know how to apply psychological understanding in their particular settings. This last became the main focus of the seminar's work. Through discussion of the patients presented, the members of the seminar began to consider how they could develop their skills to cope with some of the emotional difficulties that arose, at whatever level seemed appropriate to their settings. It was to be a journey of exploration, with no one having the answers.
Each participant was free to decide whether to present a case, who to present and when to do so. Forty-four patients were discussed, most once and some at two or three meetings. The patients could be divided into two roughly equal groups-those in whom a physical basis for the disorder had been identified-uveitis, glaucoma, squint, blepharospasm (included in this group were injuries and self-mutilation)-and those in whom no physical basis could be found impaired vision, double vision, difficulty in convergence, eye pain, sore eyes, watering eyes.
As well as describing the eye disorder the participants reported what they knew of the patients. A few they knew quite well, some not at all. They felt that some of their patients' psychological problems were closely associated with the eye disorder. In others they suspected, or sensed only vaguely, that there was an emotional difficulty that might be connected with the eye problem.
The first meeting indicated that fear of blindness is easily aroused in patients with eye disease and is reflected in the eye professionals' fear of not Some participants then discussed their fears that talking to patients about their feelings might be misunderstood or perceived as meddling, making patients feel that they were being blamed or conveying the idea that they were being given a 'psychiatric label'. Some discussed the difficulties they themselves had in coping with the feelings that some patients roused in them-frustration with those who insisted that there must be a physical diagnosis and who resented being told that there was 'nothing physically wrong'; a sense of impotence with patients who could not come to terms with a limited or unsuccessful treatment; and, in particular, guilt towards those for whom they were not able to do more to improve or restore sight. They were at a loss as to how to proceed, since the traditional approach of the eye professions does not allow for much consideration of emotional factors.
DISCUSSION OF PATIENTS
Being a pilot study, and of limited duration, the seminar could only consider the patients' emotional difficulties at a superficial level. Nonetheless, there were strong indications that many of the patients who complained of sore eyes, painful eyes and itching eyes were experiencing difficulties in grieving. Chronic irritation of the eyes, for which there was no physical basis, was sometimes found to be connected with severe irritating problems in life which the patient could not face. Not being able to see clearly seemed to be an expression of turning a 'blind eye' to emotional difficulties. In some patients, the eye disorder seemed to be associated with sexual difficulties. In several others, the eye disorder had so absorbed the patients' attention that it protected them from seeing painful problems in life.
All these patients experienced their trouble as solely an eye disorder and explained their distress as a reaction to it. Some demanded more and more treatment for the eye and kept returning. Consideration of the reverse that some distress in the patient's life might be causing the symptom rather than that the symptom was causing the distressoften led to some understanding of the background and of possible precipitating factors. At times, different clues to understanding were discussed. A participant described a man with blepharospasm. She had noted that whereas his eyes had been open throughout the interview with her, during which he had discussed his severe marital difficulties, they closed as soon as his wife came in to the room. In many other patients, emotional distress was an expression of an inability to come to terms with the consequences of having a severe eye disorder, particularly one that might lead to blindness. The distress was often intensified by the fear that no one could really understand As the seminar progressed some of the participants who had hitherto only worked on the medical model felt able to create a setting in which their patients could feel that if they wanted to talk about their feelings this was acceptable. However, they would not press patients to do so against their inclinations (this was the basis on which the seminar was being run). Some participants then found that giving the patient the good experience of feeling understood, even on a superficial level, was not only welcomed but, in a few cases, led to improvement in the eye symptoms.
A participant described a schoolboy who was referred because of impaired vision for which no physical basis was found. The boy said 'I cannot see properly'. Brief interviews with the boy and with his mother revealed that there were severe family difficulties which the boy had not been able to tolerate. Moreover, his mother had not been able to give him the support he needed. Both valued the experience of having their feelings understood. At the next visit both were relaxed and the boy said 'I can see better'. However, the problems of most patients were more complex and the seminar's understanding of them was speculative.
A participant reported what she described as a heartrending story, adding 'I felt at breaking point', thus indicating that it was she who needed support. Discussion of the patient and, in particular, of the care-giver/patient relationship enabled her to feel more able to tolerate painful feelings that would be roused in her by patients. DISCUSSION A focus on the actual eye disorder is essential for medical and surgical management. However, it sometimes has the effect of diverting attention from difficult and disturbing feelings that might be roused in patients and professionals. In trying to understand those patients in whom emotional difficulties might have contributed to their eye disorder the seminar came to realize that it was as important to give the same consideration to investigation of emotional difficulties as is usually given to investigation of the eye disorder.
Those patients who generate painful feelings in their caregivers are particularly difficult to manage. When, with help from the seminar, the caregivers could understand and begin to tolerate the feelings roused in them, they were more able, in their turn, to give the patients the emotional support for which they were often appealing.
Most participants valued this pilot seminar, finding it stimulating and educative, leading to the possibility of some of their patients being helped more effectively. Some were sceptical. Several felt that they had lacked confidence to embark on a psychosomatic approach but the seminar had now enabled them to do so, giving them increased satisfaction from their work. Half have requested a further, what it is like 'to feel that you are going blind'. and longer, seminar to help them continue to develop their understanding and skills. We feel that it would now be appropriate to consider another and longer multidisciplinary seminar. It was only after the seminar was well under way that we realized that one crucial professional was missingthe ophthalmic nurse (an unfortunate example of one of our blind spots). CONCLUSION This seminar proved to be a useful research tool for investigating how to identify, and how to respond to, some of the emotional difficulties that might be associated with eye disorders encountered within the different settings of ophthalmological work. It also confirmed yet against the value of multiprofessional working and learning4. Arising from this seminar a one-day symposium was held at Moorfields Eye Hospital on the 'Mind's Eye-psychological aspects of eye disorders'5.
